which can in some cases, result in life-threatening hemorrhage and need for transplant nephrectomy. Techniques for renal artery aneurysm repair include resection with tailoring, vein graft interposition, resection and reanastomosis, bypass, endovascular treatment with stents, and graftectomy. Unfortunately, graftectomy is the most frequently used technique in the cases reported due to the high risk of death for the patient in these cases. [6] [7] [8] [9] [10] Under these circumstances, salvage of renal graft is very difficult. In our center, none of the renal grafts were successfully saved in cases of infection-induced artery damage until the experience described in this manuscript. 11 So, herein, we report our experience in successfully repairing five graft renal artery ruptures using preprocessed homologous "Y"-shaped iliac arteries for bridging after excision of the infected arteries.
| MATERIAL S AND ME THODS

| Patients
Patients who had kidney transplantation in our center and complicated with graft artery rupture secondary to infectious arteritis from January 2015 to December 2016 were included in the rupture group, and patients who received the kidney from the same donor who had not suffered artery rupture were included in the control group.
Before operation, patients and their families were fully informed the risks of the replacement operation, and they have signed informed consent. All organs were recovered from the voluntary citizen-based organ donation system. The serum Cr levels before rupture, the highest after rupture, in rupture group and Cr levels in 6 months and 1 year after transplantation in both groups were recorded, and survival rate of patient/allograft of two groups was compared.
| Preprocess of vascular graft
The "Y"-shaped iliac artery was harvested from DCD donors, before donation, the family members of the donors have signed the informed consent for free donation of blood vessels, and it was approved by the ethics committee of the First Affiliated Hospital, College of Medicine, Zhejiang University. The adventitial layers were removed to allow the direct action of decellularization solutions on the medial and intimal vessel layers. Native vessels were treated in absolute diethyl ether for 24 hour, following a saline rinse. Vessels were transferred to absolute alcohol and treated for 72 hour and finally preserved in 75% alcohol for 4° refrigeration. The donor information and retention time were marked on the container.
Fresh samples and samples after absolute diethyl ether, and absolute alcohol were collected and stained using hematoxylin and eosin (H&E) and analyzed with electron microscope.
| Immunosuppression and antibiotics
The basic immunosuppressive regimen included induction with basiliximab or rabbit anti-human antithymocyte immunoglobulin (rATG) along with tacrolimus, MMF, and methylprednisolone. Basiliximab was administered (20 mg/d) on the day of surgery and on postoperative day 4. rATG was started on the day of surgery ( 
| Operation process
Once artery aneurysm was detected by computed tomography angiography or the active hemorrhage was detected by ultrasound after transplantation, an emergency operation was performed. 
| Statistical analysis
The quantitative variables were presented as means ± SEM, the Student's t test was used for quantitative variables. P value <0.05 was considered as significant. Analyses were performed using SPSS 23.0 (Armonk, NY, USA).
| RE SULTS
| Histologic evaluation of arteries
Fresh vessel and vessels after continuous treatment are shown in Figure 2 . Gradually, the vessel became inflexible and thin. H&E staining of vessels that were exposed to treatment revealed few visually detectable nuclei, and vessels were dilated as compared to fresh sample and wall thick were reduced ( Figure 3 ). Under electron microscopy, many nuclei have undergone karyorrhexis and karyolysis and the endothelial cell have adrift from medial vessel layers while the elastic fibers remained (Figure 4 ).
| Patients and clinical outcomes
A total of 910 consecutive patients underwent kidney transplant (KT) at our center from January 2015 to December 2016. There were 340 cases (37.4%) of living KTs and 570 cases(62.6%) of deceased KTs.
Five patients(0.5%) suffered graft artery rupture; all from deceased donors. Table 1 showed demographic data of the two groups: the rupture group (mean age, 54.8 ± 7.7; range, 43-61 years; 4 males) and the control group (mean age, 53.0 ± 9.1; range, 44-64 years; 3 males). The age of the blood vessel donors was 42.2 ± 6.8 years.
The primary kidney diseases of the rupture group were chronic glomerulonephritis (n = 2), IgA nephropathy (n = 2), and polycystic
The picture of the arteries treated with absolute diethyl ether for 24 h (A), treated with absolute alcohol for 72 h (B) and preserved in 75% alcohol for several weeks (C) F I G U R E 3 H&E staining of iliac arteries before decellularization (A) and after absolute diethyl and absolute alcohol (C). Scale bar: 100 μm. H&E staining of iliac arteries before decellularization (B) and after absolute diethyl and absolute alcohol (D). Scale bar: 50 μm kidney (n = 1), and in the control group, there were chronic glomerulonephritis (n = 3), IgA nephropathy (n = 1), and Diabetic nephropathy (n = 1). In the rupture group, three patients were under maintenance hemodialysis while two patients under peritoneal dialysis, and in the control group, four patients were under maintenance hemodialysis while one patient under peritoneal dialysis before transplantation. The basic immunosuppressive agents all were tacrolimus, and the induction therapy were Basiliximab (n = 3) and rATG (n = 2) in both groups. The rupture of renal artery happened at a mean of 12.8 ± 4.7 days; range 9-21 after the transplantation. The re-ischemia time was 40.6 ± 3.2 minute.
Before the repair operation, two patients complained of abdominal pain and with the marked decrease of hemoglobin were diagnosed with graft artery aneurysm formation and active hemorrhage by computed tomography angiography (CTA), three patients were diagnosed active hemorrhage visualized by ultrasound and had signs of hypovolemic, hemorrhagic shock, and CTA is not allowed in case of emergency. All five patients underwent emergency operation. As confirmed by imaging, graft artery aneurysm was confirmed in two patients and graft artery rupture was detected in the other three patients.
The culture results of donor/recipient of the five cases are listed in Table 2 .
The pathogenic bacteria were Acinetobacter baumannii (n = 2), which was positive in donor sputum, kidney preservation solution, Table 3 .
The survival rate of patient/allograft of two groups was 100% at 1 year after bypass surgery. Acute rejection, ureteral complications, and BK virus infection did not occur during the whole follow-up period in both groups. In the rupture group, serum Cr was significantly elevated after rupture (1.46 ± 0.32 mg/dL before, 2.48 ± 1.34 mg/ dL peak post rupture, P < 0.01). One week after the replacement surgery, the serum Cr quickly decreased to 1.37 ± 0.61 mg/dL, and 
| D ISCUSS I ON
In this paper, we presented a new method of repair kidney graft artery rupture secondary to infection using a preprocessed homologous "Y"-shaped iliac artery. The preprocessed homologous "Y"-shaped iliac artery was harvested with the organs from the DCD donor and treated with absolute diethyl ether and absolute alcohol then preserved in 75% alcohol. After the treatment, the vessels revealed few visually detectable nuclei and many nuclei have undergone karyorrhexis and karyolysis, while the elastic fibers remained and acted as a vascular stent. In this study, effectiveness of the decellularization techniques was confirmed according to the methods have been reported elsewhere. 12, 13 We successfully saved the kidney grafts using these preprocessed homologous "Y"-shaped iliac arteries for bridging after excision of the infectious arteries. After surgery, effective antibiotics were administered according to microbiologic sensitivity.
The serum Cr of the five patients presented transient elevation and returned to normal soon. In our center, this is the first time we successfully saved kidney grafts from arterial infection and rupture.
Vascular infection is an infrequent but serious complication of organ transplantation. In France, the estimated incidence of Candida graft site infection was 1 case per 1000 grafts. 4 In our center, the rate of aspergillosis was 0.5% according to a report by Wang et al.
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The DCD donors often were treated in the ICU for several days before organ extraction, and it is known that vascular infections may TA B L E 2 The culture results of donor/recipient of the five cases be more likely to occur in recipients whose donors have spent prolonged periods in the ICU (more than 7 days).
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Of the few reports in the English literature involving graft rescue in cases of infection-induced artery damage, saving the affected recipient's graft and artery is often difficult to achieve. In the past before the widespread use of synthetic grafts, biological grafts were used for vascular access and peripheral bypass surgery. Xenografts, including natural bovine tissues (carotid artery and visceral veins), have been used for hemodialysis access.
Cryopreserved vascular allograft tissue has been shown to be useful in difficult vascular access situations. Cryopreserved vascular tissue is effective in cases of active infection and can be placed directly in the infected field with a low recurrence of infection. [17] [18] [19] In a cohort study of patients who received arteriovenous grafts, primary and primary assisted patencies were similar between bovine carotid artery (BCA) biologic graft and expanded polytetrafluoroethylene (ePTFE). However, secondary patency was higher for BCA, indicating better durability for the biologic graft than for ePTFE grafts. 20 In our center, the preprocessed artery was first used as vascular access for arteriovenous internal fistula, and from this experience, we decided to use it to save the kidney graft for bridging after attempt the failure of simply repair and arterial patching.
To our knowledge, this is the first report of a technique using a preprocessed homologous "Y"-shaped iliac artery in such settings in the English literature. Using such an artery for bridging has many advantages. First, the "Y"-shaped artery is a good match for the external iliac artery and the transplanted kidney artery. Second, we were able to excise as much as possible of the infected artery in order to remove any remaining pathogenic organisms. Third, the artery was preserved in 75% alcohol and can be used when needed. TA B L E 3 The pathogens and the antibiotic treatment of the five cases F I G U R E 6 In rupture group, serum Cr was significantly elevated after rupture (P < 0.01), and the serum Cr quickly decreased to normal in one week after the bridging surgery (A). There were no significant differences in mean serum Cr of 1 wk, 6 mo, and 1 y after the transplantation between two groups (B). 
